Quality circles for quality improvement in primary health care 2 40 Abstract 41 Background 42 Quality circles, or similarly structured small groups in primary health care, such as peer review 43 groups, consist of 6 to 12 professionals from the same background who meet regularly to improve 44 their standard practice. This paper reports the results from a scoping search performed to clarify 45 possible effectiveness, knowledge gaps, underlying concepts and significance.
145 background who meet regularly to reflect on and improve their standard practice (1, 4-6, 8-10, 14, 16-146 23, 25, [35] [36] [37] [38] [39] [40] [41] [42] [43] [44] [45] [46] . The terms Practice Based Small Group Work, Peer Review Group, Problem Based 147 Small Group Learning, Practice Based Research Group, Quality Circle, Continuous Medical 148 Education (CME) Group, and Continuous Professional Development (CPD) Group are used 149 interchangeably in different countries. The labelling suggests the basic, original intention of the group, 150 although they may now serve the same purpose. In this scoping review, the term Quality Circle is used 151 as an umbrella term to include all of them.
152
The groups choose a topic they want to learn more about or a quality aspect which they want 153 to improve in their practice. They decide on how to approach and solve the issue, and they create 154 space for reflective thinking to improve clinical practice (1, 5, 15, 22, 45, (47) (48) (49) (50) (51) (52) (53) (54) (55) .
155
The groups also choose their own facilitators, who observe and lead the group through the 156 cycle of QI. Whilst respecting the contribution of each individual, and taking into consideration group 157 dynamics, facilitators try to keep the members focused on the issue without controlling them (19, 22, 158 56-61).
159
QC techniques usually comprise a combination of different types of tools, such as the use of 160 educational material discussed in a workshop-like atmosphere, contact with local knowledge experts, 161 audit and feedback on clinical practice with or without outreach visits, facilitation and local consensus 162 processes (36, 37, 42, 43, 46, 54, 55, (62) (63) (64) (65) (66) (67) . The group may also rehearse clinical skills and use active 163 didactic methods to promote learning, such as brain-storming, reflective thinking, self-monitoring and 164 professional reprocessing of patient situations (1, 7, 8, 10, 18, 23, 25, 68).
165
The varying tools and didactic methods are usually tailored to the locally prevailing 166 circumstances (30, 54, 68, 69). The number and difficulty of these tools and didactic methods, as well 167 as outcomes and the context of the group, affect the process. Therefore, QCs are complex social 168 interventions (28, 31, 70) that are run in PHC systems and which change constantly with the prevailing 169 economic situation, scientific development and cultural circumstances (27, 30) . They incorporate 170 social aspects of the workplace that affect team work, self-determination and involvement in 171 management at a day-to-day level. 172 Effectiveness 173 24 quantitative studies and 1 SR were assessed as to whether QCs promote behaviour change. 19 174 studies, one paper summarizing three studies and one SR from the scoping review suggest that QCs 175 improve individual and group performance in terms of costs, ordering of tests, prescription habits or 176 adherence to clinical practice guidelines (Table 1) Figure 2) (132). The PDCA cycle is based 238 on the idea that front-line workers often recognize ways of improving production, and will experience 239 increased motivation when given opportunities to participate actively in making those improvements 240 (14, 133) . The principles of QI were adopted in health care and presented in three interdependent 241 quality dimensions that interrelate and influence each other: structure, process and outcome. 255 As these groups were primarily concerned with lifelong learning needs, the technique was called 256 Problem Based Small Group Learning (PBSGL) or CME groups.
257
In 1979, PBL was also implemented experimentally with small groups of GPs in Nijmegen, 258 who met voluntarily on a regular basis, using their peers to continuously and autonomously improve 259 their knowledge (39 
